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Bb3MAAEHUE HA OCTATbYHUA ANEHAWKC CAEA ANEHAEKTOMUSA [BULGARIAN]

PE3HOME

YBog: AneHgucumbm e wupoko paznpocmpaHeHa namoAoz2usi u aneHgekmoMusima e egHa om
Hal-uecmo u3BvbpwBaHume onepauyuu B cBemoBeH Mawab. TouyHama npudyuHa 3a
aneHgucuma He e HaNbAHO U3ACHEHa, HO ca onucaHu MHo2o@akmopHu Bpb3ku. AneHgucumbvm
Ha uykaHa Ha aneHgukca npegcmaBasBa Bv3naneHue Ha ocmamubuHua aneHgukc — psigko
ycnoXkHeHue, koemo umumudpa ocmvp aneHgucum u Bogu go 3abaBeHa guazHo3a u
noBuweHa 3aboneBaemMocm. NMpegcmaBsme kauHuueH cayyall Ha nayueHm, pa3zBua aneHgucum
caeg omBopeHa aneHgekmomusi.

NpegcmaBsaHe Ha kauHuueH cayuall: 48-zoguweH MbX nocmbvnBa ¢ 24-uyacoBa 6onka B
gsicHama uAuayHa obaacm, 2ageHe u nogyBaHe Ha kopema, ycaokHEHU om npegxogHa AsiBa
xemukonekmomusi ¢ aneHgekmomuss no noBog nepdopauyusa Ha cuamougHus konoH. B
aHaMHe3ama: azeHe3us Ha AaB 6bbpek, nocaegcmBusi om MHoXkecmBo mpaBmu u 3aBucumocm
kom Hapkomuuu B8 MuHanomo. lMpu npeaaega — 6oae3HeHocm B goneH geceH kopemeH
kBagpaHm, neBkouumo3a c Heympoduausi u noBuweH CRP — munuyHa kauHuuHa kapmuHa 3a
aneHgucum. KomnlomuvpHama momMozpadus nomBuvprkgaBa Bb3znaneH ocmamubueH aneHgukc
c pagmepu 20x22 mm, koimo BnocaregcmBue e pe3euyupaH Ype3 Aanapomomusl.

3aknaloueHue: AneHgucumbm Ha ocmamubvyHus aneHgukc, makap u pagvk, mpsabBa ga ce uma
npegBug kamo guazHo3a npu nayueHmu c 6onka B gacHama uauauHa o6aacm Ha kopema, gopu
u caeg aneHgekmomus. HaBpeMeHHama guazHocmuka u onepamuBHo AeueHue onmumMu3upam
u3xoga Ha 3aboasaBaHemo.

KARUYOBU AYMU
aneHgucum Ha yykaHa, ocmbp aneHgucum, aneHgekmomus

BbBEAEHUE

Bv3naneHuemo Ha aneHgukca e MHO20 Yecma namoaozus, kosmo obukHoBeHo ce nposiBaBa
kamo ocmubp aneHgucum (OA) u 3acsica okono 7% om HaceneHuemo npe3 >kuBoma [1].
AuazHo3ama Ha OA ce 6a3upa npeguMHo Ha kauHuueH npeaaeg, kamo noBeuemo nauueHmu ce
npegcmaBam c¢ munuuyHa kauHuyHa kapmuHa. TouyHama npuuuHa 3a OA He e HanbAHO
U3SICHEHa, HO ca onucaHu Bpov3ku c damuaHu pakmopu, xpaHumeAHu HaBuyu u o6cmpykuus Ha
AyMeHa Ha opzaHa [2]. Aanapockonckama aneHgekmomus e egHa om Hal-uyecmo
u3BvpwbBaHume xupypz2uuyHu npouegypu B8 cBemoBeH Mawab u e Memog Ha u3bop npu
AeueHuemo Ha OA [3].

AneHgucumbm Ha uykaHa (AY) e Bv3naneHue Ha ocmamubyHa mbkaH om aneHgukca caeg
HenbAHa pe3ekuyus. ToBa e pagko ycaokHeHUE, uMuMupaw,o0 KAUHUYUHUME NPU3HaUU Ha 0OCMbP
aneHgucum, koemo Bogu go 3abaBeHa guazHo3a u noBuweHa 3aboreBaemocm [4]. CbobuwieH e
3a nbpBu nbm om baym2apmHep npe3 1949 2. u Bonpeku yue MouHUAM MexaHU3bM Ha hosiBa
Ha ycAo)XkHeHuemo ocmaBa HesaceH, npenopbyBa ce ocmambuHusmM aneHgukc ga e ¢ gbAkuHa
nog 0,5 cM™, 3a ga ce Hamaau puckom om AY [5,6]. 3amBapsiHemo Ha uykaHa e kpumuuHo 3a
gobpus u3xog, kamo mpume Hal-u3noa3BaHu mexHuku npu Aanapockonckama
aneHgekmomusa ca nocpegcmBom Endoloop, kauncoBe uau mexaHuueH cowuBamena [7]. Mpu
omBopeHama aneHgekmomus Hau-4yecmo ce npuAaza Au2upaHe Ha AymeHa B ocHoBama,
pe3ekuyus Ha aneHgukca Hag Auzamypama c nocAegBawa om uHBazuHauusi Ha uykaHa u
nokpuBeH cepo-cepo3eH Z-o6pa3eH weB. A4 uecmo Bogu go 3abaBeHa guazHo3a, NO-AOWU
pe3yAmamu u noBuweH puck om Hekpo3a Ha uykaHa, 2aHzpeHa u nepdopauus 8 go 40% om
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goknagBaHume cayuau. Partecke et al. goknagBam 3a nayuenmu c AY, koumo ca npemuvpneau
omBopeHa aneHgekmomusa B 58% om cayuyaume, nanapockoncka aneHgekmomusi 8 31,6% om
CAy4Yaume u ca buAu no2pewHo guagHocmuyupaHo kamo o6cmunayus UAU 2acmpoeHmepum,
koemo e goBeAo go 3HaUUMEAHO omAazaHe Ha onepamuBHomo AeveHue [8]. Bonpeku ue AY e
omHocumeaHo psigka namoaozusi, msi MoXke ga goBege go 3HauumeAHu ycaokHeHus u uguckBa
6bp3a guazHocmuka u AeueHue.

B moBa pe3lome ueaum ga npegcmaBuM cayual Ha nauueHm, pa3Bun AY gecem 20guHu cAeg
omBopeHa aneHgekmomusi, u3BbpweHa no BpemMe Ha cnewHa AaBa xemukonekmomus.

MPEACTABAHE HA KAMHUYEH CAYYAN

48-20guweH MbX nocmbnBa B cnewHomo omgeneHue ¢ 24-yacoBa ucmopus Ha 6onka B
gsicHama uAuayHa obaacm, 2ageHe u abgoMuHaAHa gucmeH3us. MeguuuHckama My aHaMHe3a
BknalouBa npegxogHa omBopeHa AsBa xemukonekmomusa u aneHgekmomus npegu 10 20guHuU no
noBog nepdopauusi Ha cuzMougHusi KoAoH ¢ nocAegBaw, nepumoHUmM, HaAOXKUAU onepayusi No
Memoga Ha XapmMaH u nocAegBawa pecmumyuusi Ha upeBHus naca Ha Bmopu eman.
MauueHMbmM cvobwaba 3a XpoHuUUeH 3anek, XpOHUUHA gu3ypus u aHamHe3a 3a MHokecmBo
AuueBo-uenlocmHu, uepenHo-mMo3bUHU MpaBmu u mpamBu Ha kpaliHuuume BcaegcmBue Ha
mexkko MTM. Mma gaHHU 3a MHO20kpamHUu NncuxuampuuyHU Xochumaau3auuu no noBog
3aBucumocmu, kamo cvobwaBa, ue e cnpaa mlomloHonyweHemo, ankoxoaa u Hapkomuuume
npegu gBe 2oguHu. CvobwaBa 3a XpoHUYHO be3cbHUe (Mepanus ¢ XegOHUH) U apmepuanHa
XxunepmoHusi (mepanusi ¢ Bu3onponon). Ompuuya AekapcmBeHu anepauu. (@amuaHama
aHaMHe3a e 3HauuMa 3a pak Ha xpaHonpoBoga u 6eAust gpob.

Mpu novpBoHauaneH npeaaeg nauueHMobm e adebpuAeH U XEeMOGQUHaMUUHO CMabuAeH.
Maanauusima Ha kopema noka3Ba 6oane3zHeHocm B geceH goneH kBagpaHm. AabopamopHume
u3caegBaHus pazkpuBam aeBkouumo3a (17.9x10%/1) c Heympoduaus (81.9%) u noBuweH CRP
(95.8 mg/l). AbgomuHanHama komnlomubpHa momozpadua noka3Ba ygebeneHa mybynapHa
cmpykmypa 20x22 MM, coomBemcmBawa Ha Bb3naneH ocmamuvueH aneHguke (Que. 1,2).
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Quaypa 1

Queypa 2
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MNMauueHMbmM e nogAaoXkeH Ha cnewHa omBopeHa onepauusi nopagu aHamHe3a 3a MHoXkecmBo
kopeMHu onepauuu u ckeHozpadcku gaHHu 3a MHOXkecmBo cpacmBaHus B kopema. NMog obwa
aHecme3us u uHmybauus e HanpaBeH 7 cm pa3pe3 mun Lanz B goaHus geceH kBagpaHm. Mo
Mbn U ocmbp HayuH ce npoHukHa B kopemHama kyxuHa. YcmaHoBeHu ca MHoXecmBo
cpacmBaHus u cuaHO Bb3naneH ocmambueH aneHgukc ¢ gbakuHa 2,5 CM, NAbMHO NpuAenHan
koM uekyma u mezeHmepuyma. HabalogaBa ce nokaneH nepumoHum ¢ pubpuHo3eH ekcygam.
Cneg agxe3uoAu3a aneHgukcom e guceuupaH, HO hopagu CUAHO HanpegHaAnomo Bv3naneHue
npu omnpenapupaHemo ce noAyyaBa ne3ust Ha cepo3ama Ha uekyMa. bagama Ha aneHgukca u
yBpegeHuam yuacmuvk Ha uekyma ca knamnupaHu u pe3euyupaHu cbc cowuBamen GIA 60 mm.
HanoXku ce npogonmkumeneH cepo-cepo3eH nokpuBen weB ¢ PDS 4/0 ga nokpue weBHama
AUHUsi Ha cmanaepa. NpoBepka 3a xemocmasa. NMpenapambm ce omcmpaHu, OUeHU U uznpamu
3a xucmonozauueH aHaau3z (Qua. 3,4). MKHcmaaupa ce noanuemuaeHoB gpeH Ch.24, u3BegeH B
gsfiCHO om Aanapomomusima. KopeMHama cmeHa ce 3amBopu nocaolHo B obpameH peg.
Onepauyusama 3aBvpwBa 6e3 ycaokHeHus. MNMauyueHmbm e ekcmybupaH u npemecmeH B
omgeaeHuemo. lMocmonepamuBHomo Bb3cmaHoBsBaHe e HeycAoXKHEHO. ApeHbm e cBaneH Ha
4-mu caegonepamuBeH geH, a nayueHmMbm e ugnucaHd Ha 6-mu caegonepamuBeH geH B gobpo
06w,0 cbcmosHue. Xucmoaoz2uuHussm pe3zyamam noka3Ba dubpuHo-nypyAeHmMeH aneHgucum
c Me3omenHa peakuus, AokaneH nepumoHuUm u yucmu pe3ekyuoHHU 2paHuyU.

Quaypa 3 o Quaypa 4
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ANCKYCUA

Ocmpuam aneHgucum e egHO 0m Hall-uecmume Xupyp2u4HU CNEeWHU CbCMOSIHUS, ONUCaH 3a
NnopBu nom npe3 1886 2. om Fitz et al [9-13]. Tol moXke ga ce nposiBu B pa3AuuHu popmMu u C
pa3Hoobpa3zHu ycaokHeHUss. CmaHgapmHOmMo AeYeHUe e Xupyp2uyHomo, Ho B nocaegHume
20guHu Hsikou npoyuBaHusi npegnoAaz2am U HEXUPYP2UYHO AeYEHUe Npu nogbpaHu nayueHmu
[14-15]. AneHgekmoMusama obukHoBeHo ce noHacs gobpe, Ho Bce nak e onepauus, cBvp3aHa
CbC 3HAYUMEAHU UHmMpa- u nocmonepamuBHu puckoBe [16-17]. Yecmomama Ha ocmubp
aneHgucum e 100—200 HoBu cayyas Ha 100 000 gywu 20gUWHO U e Hall-yecmama npuyuHa
3a 0Cmubp XupypauueH kopem [18-19].

KAuHuuHama kapmuHa e cuaHO BapuabuaHa — om Aeku cumMnmomu go cencuc. ToBa
3ampygHaBa guazHo3ama u Hanaz2a u3noA3BaHemo Ha 6uoxuMuuyHU u o0Bpa3HU memogu,
onucaHu B8 MemaaHanu3a Ha Andersson et al. C-peakmuBHusm npomeuH uma Hau-Bucoka
guazHoCmMuuyHa cmolHocm, cAegBaH om 6pos Ha AeBkouumume, koemo no3BoasBa
kaacudukayusama Ha nauueHmume u cb3lgaBaHemo Ha npegukamuBHu Mogeau kamo Alvarado
score [20]. ObpazHama guaz2Hocmuka e BakHa cmvbnka om guazHO3ama Ha ocmpus
aneHgucum, kamo ce u3noa3Bam ocHoBHo komnlomubpHa momozpadusa (KT), agpeHo-
MazHUMeH pe3oHaHc (AMP) u yampa3Byk. YaAmpa3Bykoem e eBmuH u 6e3onaceH memog, HO
yuecmo e HegocmambvueH 3a u3kalouBaHe Ha guazHo3zama. KT e no-uyBcmBumeaeH u
cneyuduueH Memog, HO Hocu puck om paguauus u yecmo u3noa3Ba koHmpacm, nopagu
koemo e Henogxogaw, 3a 6peMeHHU nauueHmMu u makuBa ¢ 6vbpeuHu 3aboaaBaHus. MoXke ga
ce o6Mucau Hucko-go3upaH KT [21-22]. AMP cvowo e anmepHamuBa npu me3u nayueHmu, HO
B cpaBHeHue ¢ KT uguckBa noBeue onum u uHmepnpemauus Ha Aekaps [23].

3AKAHOYEHUE

Bv3znaneHuemo Ha ocmambuyHus aneHgukc e pagka @¢opma Ha aneHgucum, HO
AumepamypHume npoyuBaHus nokazBam, ue 3a6aBsaHemo B guazHo3ama Ha me3u nayueHmMu
Bogu go cepuo3Hu ycaokHeHusi. A4 mpsibBa ga ce uma npegBug kamo BakHa gudepeHyuanHa
guaz2H03a npu nayueHmMu CbC CUMNMOMU, HanogobsBawu ocmbp aneHgucum, He3aBucumo om
npegxogHa aneHgekmomusi. PaHHomo omkpuBaHe Ha Bv3naneH ocmamubvueH aneHgukc u
HaBpemeHHama My pe3ekuyusi Bogam go 3HauumeAHo no-gobpu pe3yaAmamu 3a nayueHmume.
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POST-APPENDECTOMY STUMP APPENDICITIS CASE REPORT [ENGLISH]

SUMMARY

Introduction: Appendicitis is a very prevalent pathology and appendectomy is one of the most
common procedures worldwide. The exact cause of appendicitis is not fully understood,
however multifactorial associations have been associated.

Stump appendicitis is the inflammation of the residual appendix, it is a rare complication,
mimicking acute appendicitis and leading to delayed diagnosis and increased morbidity. We
present a case of a patient who developed stump appendicitis after an open appendectomy.
Case presentation: A 48-year-old male presented with 24-hour right iliac fossa pain, nausea,
and distension, complicated by prior emergency left hemicolectomy with appendectomy for
perforated sigmoid colon. Relevant history included left renal agenesis, multiple trauma
sequelae and substance use disorder in remission. Examination revealed right lower quadrant
tenderness, leucocytosis with neutrophilia, and elevated CRP - a typical clinic for appendicitis.
CT confirmed a 20x22 mm inflamed appendiceal stump, subsequently resected via open
surgery.

Conclusion: Stump appendicitis, though rare, necessitates consideration in patients with right
lower quadrant pain, even post-appendectomy. Prompt diagnosis and resection are optimizing
outcomes.

KEYWORDS
stump appendicitis, acute appendicitis, appendectomy

INTRODUCTION

Inflammation of the appendix is a very prevalent pathology, usually presenting as acute
appendicitis (AA) and affecting around 7% of the population during lifetime [1]. AA diagnosis is
predominantly based on clinical examination with most patients presenting with a typical
clinical status. The exact cause of AA has not been fully understood, however multifactorial
associations between familial factors, dietary habits and luminal obstruction have been
associated with AA [2]. Laparoscopic appendectomy is one of the most commonly performed
surgical procedures worldwide and the treatment of choice for AA [3].

Stump appendicitis (SA) is the inflammation of the residual appendix tissue following an
incomplete resection. SA is a rare complication, mimicking the clinical signs of acute
appendicitis and leads to delayed diagnosis and increased morbidity [4]. SA was reported for
the first time by Baumgartner et al. in 1949 and although the exact mechanism remains
unclear, it is recommended that the length of the stump should be below 0.5 cm to reduce the
risk of SA [5, 6]. The closure of the stump is critical for resolution, with the three most used
techniques being the endo-loop, clips and the endo-stapler [7]. In open appendectomy the
most commonly used technique for closure of the lumen of the appendixis ligation at the base
of the organ, resection of the appendix above the ligature, followed by invagination of the
stump and a covering Z-suture. SA have been shown to result it delayed diagnosis, worse
outcomes and increased occurrence of stump necrosis, gangrene and perforationin up to 40%
of reported cases. Furthermore Partecke et al. reported that patients with SA underwent open
surgery in 58%, laparoscopic in 31.6% of cases and were frequently misdiagnosed as
constipation or gastroenteritis, with a significant delay to surgery [8]. Although SAis a relatively
rare pathology, it can lead to increased complications and morbidity, necessitating rapid
diagnosis and treatment.

DOI:10.5281/zenodo.17403593 7


https://bgss.eu/

CMN. XUPYPIn4 - ). SURGERY 3'2025
Vol.89 Issue3 Online ISSN: 3033-151X, Print ISSN: 0450-2167 https:/bgss.eu/

In this study, we aim to highlight a case of a patient who developed SA, ten years following an
open appendectomy performed during an emergency left hemicolectomy.

CASE PRESENTATION

A 48-year-old male presented to the emergency department with a 24-hour history of right
iliac fossa pain, nausea, and abdominal distension. His complex medical history was significant
for a prior open left hemicolectomy and appendectomy performed 10 years prior due to
perforated sigmoid colon and subsequent peritonitis, necessitating Hartmann's procedure and
subsequent intestinal continuity restoration. He also reported chronic constipation, chronic
dysuria and a history of multiple maxillofacial, craniocerebral and limb trauma related to a
severe traumatic event. Additionally, the patient had a documented history of recurrent
psychiatric hospitalizations for substance use disorders with a reported cessation of smoking,
alcoholism and drug addiction two years prior to presentation. He reported chronic insomnia
treated with Hedonin and arterial hypertension treated with Bisoprolol. He denied any known
drug allergies. Family history was notable for esophageal and lung cancer. On initial
examination the patient was afebrile and hemodynamically stable. Abdominal palpation
elicited tenderness in the right lower quadrant. Laboratory analysis revealed leucocytosis
(17.9x10"9 cells/l) with neutrophilia (81.9%) and an elevated C-reactive protein (CRP) level of
95.8 mg/l. Abdominal computed tomography demonstrated a swollen and thickened tubular
structure measuring 20x22 mm, consistent with an inflamed residual appendiceal stump
(Fig.1,2).

Figure 1 .
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Figure 2

The patient subsequently underwent emergency surgery. Open surgery was chosen based on
the extensive history of abdominal operations and CT imaging results. The patient underwent
general anaesthesia, intubation, the surgical field was prepared and a 7cm Lanz skin incision
was performed in the lower right abdominal quadrant. After subcutaneous dissection, the
peritoneum was incised and the abdominal cavity was explored. Multiple adhesions, related to
the previous operations were identified and a 2,5cm severely inflamed appendiceal stump was
identified. The stump was tightly adhered to the cecum, and to the adjacent mesentery.
Furthermore, localized peritonitis was observed with fibrinous exudate. Initially, adhesiolysis
was performed and the appendix was dissected from the adjacent structures. However, due to
the severity of the localized inflammatory process, the cecum serosa was injured during
manipulation. The base of the appendiceal stump, together with the cecal lesion, was then
clamped with a GIA 60mm stapler and resected. A continuous sero-serosal suture with PDS
4/0 was performed to invaginate the stapled line. The dissected adjacent tissues were
evaluated for haemostasis. The stump was retrieved, evaluated and sent for histological
analysis (Fig. 3,4).
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Following the stump removal, a Ch24 polyethylene drain was installed through the right lateral
abdominal wall, the abdominal wall was sutured in layers and subsequently the subcutaneous
tissue and skin were closed.

The patient was extubated at the end of the operation and transferred in the inpatient
department. Postoperative period was uneventful, the drain was removed on postop day four
and the patient was discharged on postop day six. During the follow-up examinations - five and
10 days after discharge, the patient presented with excellent recovery. Histological analysis
revealed a fibrinous-purulent appendicitis with mesothelial reaction, localised peritonitis with
clear margins.

DISCUSSION

Acute appendicitis is one of the most prevalent general surgical emergencies worldwide with
the first report in 1886 by Fitz's et al. [9-13]. Appendicitis can present in many forms, with
variable complications. Surgery is the standard option for definite treatment, however multiple
studies in the recent years have suggested that non operative options may be used in selected
appendicitis patients [14-15]. Appendectomy is generally well tolerated; nonetheless it is a
surgical operation with substantial intraoperative and postoperative risks [16-17]. The
incidence of AAranges up to 100-200 new cases per 100,000 people per year and is the most
common cause of the acute abdomen [18-19].

The clinical presentation of AA is highly variable, ranging from mild symptoms to sepsis, thus
complicating diagnosis, with low predictive value and necessitating biochemical and imaging
modalities, described in a recent meta-analysis of Andersson et al. Furthermore, C-reactive
protein (CRP) is associated with the highest diagnostic accuracy, followed by leukocyte
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number, allowing patient classification and creation of clinical prediction models such as the
Alvarado and the paediatric appendicitis scores [20]. Imaging is an important step in the
diagnosis of AA, with utilization of computer tomography (CT), magnetic resonance imaging
(MRI) and ultrasonography. However, the evidence in the literature suggest that although
ultrasonography is cost-effective and radiation-free, it is reliable for diagnosis but unreliable
for exclusion. In contrast, CT is superior to ultrasonography with significantly higher sensitivity
and specificity, but exposes the patient to radiation, can incorporate utilization of contrast,
which should be considered especially in pregnant and younger patients or patients with renal
diseases, with consideration of low-dose CT [21-22]. In these selected patients, considering
the cost associated, MRI should be selected, when the findings of ultrasonography are
inconclusive, with Barger et al. reporting that MRI findings were comparable to CT but requiring
more experience in image interpretation [23].

CONCLUSION

SA is a rare presentation of appendicitis, however the current evidence in the literature
suggest that delays in the diagnosis of such patients result in significant complications.

SAis animportant differential diagnosis option for patients presenting to the emergency room
with symptoms similar to AA and should be taken into consideration, regardless of a previous
documentation of appendectomy. Early identification of a residual inflamed appendiceal
tumour and subsequent excision leads to significantly better outcomes to patients with SA.
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